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4. Strengths and limitations, 3rd paragraph: Please give whole terms for "BSE" and "CSE" as abbreviations are introduced for the first time.
5. several places: please check the wording "proximately" -do you mean "approximately"? 6. Methods, first paragraph: Please explain in short the GUSS, so that someone not familiar with this instrument will have a notion of what it is.
7. Methods, Patients (page 4): please state whether you conducted a prospective or a retrospective study.
8. Results, page 6: "187 patients had a brain lesion detected….". It would be interesting to know (1) the number and percentage of patients who underwent brain imaging in the study, (2) the number and percentage of patients who had acute and probably causal brain lesions, and (3) the number of patients who had brain lesions as incidental findings (like white matter lesions) not relevant for the hospital stay and uncertainly causal for the detected dysphagia.
9. page 7, last paragraph: "Patients without change in oral diet had a higher rate of pneumonia … and a higher mortality as compared to those with change in oral diet ….". This may be the positive effect of oral diet restriction. On the other hand, I wonder why the patients without change in oral diet and therefore without dysphagia had a higher rate of pneumonia although they did not suffer from dysphagia as proven by FEES. Is there a confounder? Did they deteriorate later in their swallowing abilities and this remained undetected because FEES was not rechallenged?
10. page 8, first 2 lines: "Restriction in oral diet was indicated more often….". Please check the numbers and the description given in this sentence as they do not match. Do you refer to the group of older patients who more frequently were restricted than de-escalated or do you refer to the group of diet changers and patients with restriction in diet were older than patients with de-escalation?
REVIEWER
T. Wayne Matthews University of Calgary Canada REVIEW RETURNED 29-Aug-2017
GENERAL COMMENTS
The authors present a large series of patients with various neurological disorders whose dysphagia was assessed by semiobjective (BSE, CSE) and objective testing (FEES) testing. It's very difficult to fully understand the methodology especially with respect to patient selection and classification. To me this is partly due to not presenting the methods in a logical sequence. A CONSORT diagram would be very helpful not only to understand the flow of patients through the study but also to comment on any patients that were excluded. Were all patients failing the BSE and CSE evaluated by FEES? The main reason that the article is difficult to follow, however, is the insufficient quality of the writing in English. Some terms such as "de-escalation" and "restriction" of diet don't translate well into English (they sound like the same thing). Once I, mostly, understood the methodology and results I was left with a few questions for the authors: why should patients with no recommended diet changes have a higher mortality than those that had dietary recommendations advanced or restricted? Does the increased mortality in patients with restricted diets reflect the severity of the dysphagia or of the underlying disease?
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Dear Dr Sucksmith, thank you very much for reviewing our manuscript detailed above and for inviting us to resubmit a version incorporating the revisions suggested by the reviewers. Enclosed, please find the revised version of the manuscript. We thank the Editorial Board and the Reviewers for the careful consideration of our manuscript and their constructive suggestions. They helped us introduce significant improvements, as described in the detailed point -by-point response to the reviewers' comments below. Editorial Requests Reply to Request 1 -Please revise your title so that it includes your study design and setting. This is the preferred format for the journal.
Regarding the title of the manuscript, we added information on settings and design. The following was added:
Value of Flexible endoscopic evaluation of swallowing (FEES) in neurological patients -A crosssectional hospital-based registry.
The analysis consists of data from a prospectively documented database of patients undergoing FEES. The documentation is part of a routine procedure for proving the quality of dysphagia diagnostics and therapy in our department. These circumstances are clearly addressed in the chapter methods of the manuscript. The new phrasing of the title enables more concise information and is already available at the early beginning of the manuscript.
2 -Please revise the 'Strengths and Limitations' section on page 2. Please elaborate on the 3rd and 4th points to make it clearer why these are limitations of the study.
For proving procedures, studies especially design for proving diagnostic tools, are the best choice. In this context, our study does not fulfil these requirements. Our analysis is based on data from a prospective data acquisition, which might represent a potential weakness. However, this might be true, but with this approach, we are able to investigate the relevance performing FEES under routine conditions.
After discussing this point with the Author-community we conclude this point is not a limitation. To avoid misunderstandings, we decided to delete it.
In a single centre study, a centre-bias might always influence the data-acquisition. A multicentre approach will minimize this bias. Therefore, this should be considered as limitation of the study. We kept the point in its original form in the amended manuscript.
3 -Please add a consent statement to the methods section and clarify the study design. Is this a retrospective study?
As stated in Editorial Request #1, all data was prospectively recorded to our database, as part of our clinical routine. To clarify this, we added a statement to the manuscript 4 -Along with your revised manuscript, please provide a completed copy of the STROBE checklist (http://www.strobe-statement.org/).
As requested, we uploaded a STROBE-checklist to the attached documents. The checklist was signed by the corresponding author.
5 -Please carefully check that you are reporting your P values accurately. In Table 1 you report some p values as ">0.001" Do you mean <0.001?
We thank to the editor for the careful evaluation of our manuscript. At this point, we apologize for this mistake. We amended the manuscript accordantly. We changed >0.001 into <0.001.
Reviewers' Comments
Reply to Reviewers' Comments Reviewer #1 endoscopy" to "fiberoptic endoscopic evaluation of swallowing" as an explanation for the acronym "FEES".
We amended the manuscript, as suggested by the reviewer.
2 -Abstract, Results part: "When oral diet was changed, …..p=0.043)" -it would be helpful to add in comparison to what (probably "no change in oral diet") this was significant. Further: please check the numbers: in the abstract you state that pneumonia rate was 40.4% in patients without change of diet, while in table 2 you state n=40 and 50%. The same applies for the mortality.
3 -Abstract, Results part: "A restriction was identified more often in older patients….". You may like to change to: "Restriction of oral diet was identified….." for a better understanding.
4 -Strengths and limitations, 3rd paragraph: Please give whole terms for "BSE" and "CSE" as abbreviations are introduced for the first time.
According to the editor's discussion, we do not longer consider this point as limitation. Therefore, we deleted this point. 5 -several places: please check the wording "proximately" -do you mean "approximately"?
We changed the positioning of the word and changed it to "immediate" for better understanding. 6 -Methods, first paragraph: Please explain in short the GUSS, so that someone not familiar with this instrument will have a notion of what it is. As suggested by the reviewer, the GUSS was explained in short. 7 -Methods, Patients (page 4): please state whether you conducted a prospective or a retrospective study.
As stated in Editorial Request #1 and #3 all data was prospectively recorded in our database to ensure quality control for dysphagia diagnostics and therapy. 8 -Results, page 6: "187 patients had a brain lesion detected….". It would be interesting to know (1) the number and percentage of patients who underwent brain imaging in the study, After checking our raw-data we provided additionally the following:
194 patients (80.5%) had CT-imaging and 69 patients (28.6%) had MRI-imaging of their brain. 48 patients (19.9%) had both, CT and MRI and 22 patients (9.1%) had no imaging. This data was amended to the manuscript (2) the number and percentage of patients who had acute and probably causal brain lesions, and It is difficult to estimate to what extend a lesion might be responsible for dysphagia. As mentioned in the manuscript, the swallowing reflex is generated in the medulla oblongata and is mediated by a complex supramedullary network (cerebellum, frontoparietal operculum [also called main swallowing cortex], anterior insular cortex, basal ganglia, supplementary motor area, etc.). Even a minor lesion at any site might perturb this network resulting in permanent dysphagia or might lead to diaschisis and only temporary dysphagia. However, even in patients with complete medial cerebral artery or large medullary infarction some patients have no dysphagia at all. So far, we can only estimate if a lesion puts the patient at risk for dysphagia, as the site might be important in swallowing.
After discussing this issue in the author's community, we decided to abstain from any statements, as far this might always would remain speculative.
(3) the number of patients who had brain lesions as incidental findings (like white matter lesions) not relevant for the hospital stay and uncertainly causal for the detected dysphagia. We handle this query similarly to the one above. 9 -page 7, last paragraph: "Patients without change in oral diet had a higher rate of pneumonia … and a higher mortality as compared to those with change in oral diet ….". This may be the positive effect of oral diet restriction. On the other hand, I wonder why the patients without change in oral diet and therefore without dysphagia had a higher rate of pneumonia although they did not suffer from dysphagia as proven by FEES. Is there a confounder? Did they deteriorate later in their swallowing abilities and this remained undetected because FEES was not rechallenged? Having no change in oral diet does not necessarily mean that the patient had no dysphagia. This may be true for patients that had full oral diet. However, to some extent, FEES proved that the appropriate diet regime was already chosen for patients prior to FEES. This includes patients who were already on a restricted diet regime or nil-per-os. As patients on nil-per-os had the most severe dysphagia and even aspirated saliva, this might explain the higher rate of pneumonia. Pneumonia rate might have been lowered by intubating or tracheotomising these patients, but in most cases this was not an option for the patient or the treating physician To clarify this, we amended a statement to the discussion chapter of the manuscript.
10 -page 8, first 2 lines: "Restriction in oral diet was indicated more often….". Please check the numbers and the description given in this sentence as they do not match. Do you refer to the group of older patients who more frequently were restricted than de-escalated or do you refer to the group of diet changers and patients with restriction in diet were older than patients with de-escalation?
As suggested by the reviewer we re-structured the section of the manuscript. We think, now, our statement should be more evident.
Reply to Reviewers' Comments Reviewer #2
The authors present a large series of patients with various neurological disorders whose dysphagia was assessed by semi-objective (BSE, CSE) and objective testing (FEES) testing. It's very difficult to fully understand the methodology especially with respect to patient selection and classification. To me this is partly due to not presenting the methods in a logical sequence. A CONSORT diagram would be very helpful not only to understand the flow of patients through the study but also to comment on any patients that were excluded. Were all patients failing the BSE and CSE evaluated by FEES? The main reason that the article is difficult to follow, however, is the insufficient quality of the writing in English. Some terms such as "de-escalation" and "restriction" of diet don't translate well into English (they sound like the same thing). We thank the reviewer for this comment, as we strive to enhance our manuscript as best as we can. We had our manuscript proofread by a native-speaker and changed Figure 2 for a consort diagram (see below).
Not all patients failing the BSE and CSE were evaluated using FEES. There were some dropouts as some did not agree to the procedure had to be intubated for various reasons or we were simply unable to perform the FEES (there was only one FEES-specialist in the department in the beginning).
As to the terms restriction and de-escalation: We found that "restricting oral" diet is an established term in dysphagia literature. As to the opposite, we found nothing. No verb or noun better describes the gradual nature of the change in oral diet that we mean to convey. If the Reviewer has any suggestions, we would be happy to apply changes immediately.
Once I, mostly, understood the methodology and results I was left with a few questions for the authors: why should patients with no recommended diet changes have a higher mortality than those that had dietary recommendations advanced or restricted? Does the increased mortality in patients with restricted diets reflect the severity of the dysphagia or of the underlying disease? As discussed in Reviewer Comment #9, some patients with dysphagia were already on the appropriate level of oral diet. This was especially true for patients on nil-per-os. In the latter, pneumonia-and mortality-rate might have been lowered by tracheotomy or intubation. We think you are correct with your last question: In most patients, especially in stroke, the higher the severity of the disease was, the higher was the severity of dysphagia. Vice versa the same was true. As mentioned above, we amended a statement towards the patients that had no change in oral diet.
Yours sincerely, T. Braun
